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Unity or diversity?
Task profiles of general practitioners in Central and Eastern Europe
SASKIA J. GRIELEN, WIENKE G.W. BOERMA, PETER P. GROENEWEGEN *
Background: The countries of Central and Eastern Europe, where – until the end of the 1980s – the Semashko
health care system prevailed, are often perceived as a homogeneous group. If this highly centralized system, with
its tight state control, together with the ‘equalizing’ influence of communism, has led to a uniformity in the provision
of health services, this could be reflected in the service profiles of general practitioners (GPs). The aim of this paper
was to find out whether this picture is justified and investigate differences between the former communist countries.
Methods: In 1993 and 1994, standardized questionnaires were sent to (mostly random) samples of GPs (7,233 in
total) in 30 European countries. Four areas of service provision were measured: the GPs’ position in first contact
with health problems and their involvement in the application of medical techniques, disease management and
preventive medicine. Variation patterns and mean scores were analyzed by way of multilevel analysis. Results: There
is no more uniformity in Central and Eastern Europe than in Western Europe. In Eastern Europe there are in fact
considerable differences: GPs in former Yugoslavia have the most comprehensive service profile, whereas the lowest
scores were found among doctors in the former Soviet Union. The countries which had a social insurance system
before the Second World War, such as the Czech republic and Hungary, are situated in between. Conclusions: There
are distinctive national differences in GPs’ task profiles in Central and Eastern Europe, which provide clues for the
country-specific design and implementation of primary care-oriented reforms.
Keywords: Central and Eastern Europe, general practice, international comparison, task performance, task profiles
Until the fall of communism in 1989, three basic types of
health care systems could be distinguished in Europe. The
Beveridge (tax-based NHS) system prevailed in North-
western Europe, i.e. in the UK, Ireland and Scandinavia
and in Southern Europe, i.e. in Spain, Portugal and Italy.
The Bismarck (social insurance) model was current in all
other Western European countries, e.g. Germany, France
and The Netherlands. Finally, the Soviet Semashko
model existed in the former socialist countries of Central
and Eastern Europe.1–3 In this paper we will focus on the
countries in which – until the end of the 1980s – the
Semashko system prevailed.
The Semashko health care system was developed in the
former Soviet Union and subsequently spread over
Central and Eastern Europe. It is a centralized, tax-based,
health care system with physicians as salaried state
employees. There is a heavy focus on specialist and
hospital care in this system and the Western type of
general practitioner (GP) who gives comprehensive and
continuing care to an individual does not exist.4–9
Primary care is basically provided in out-patient clinics,
known as polyclinics, by three types of doctor: the
paediatrician treats children (up to an age of about 15
years), a gynaecologist takes care of women’s problems
and general adult care is provided by a generalist, called
a therapist.3–5,7 The generalists, the doctors that most
closely resemble the Western European GP, do not have
a gatekeeping function and their pay and status are
relatively low.3–5,10–12 In addition, the range of their
medical tasks is limited.13,14
The countries of Central and Eastern Europe all had a
highly centralized health care system with tight state
control and were exposed to the ‘equalizing’ influence of
50 years of communism. We expected that this would
have led to uniformity in the provision of health services.
We investigated this in the task profiles of GPs, which
indicate GPs’ involvement in various medical tasks and
activities. We expected that the professional behaviour
of GPs would be more uniform in Eastern Europe com-
pared to Western Europe in two senses: we anticipated
less variation between Eastern European countries and
less variation among individual GPs within Eastern
European countries. The first aim of this paper was to
determine whether this picture of uniformity in Eastern
Europe is justified.
Within this presumed uniformity, we expected differ-
ences between the countries in Central and Eastern
Europe as well. Around the Second World War, they all
adopted the Semashko model, but modeled it according
to their own needs and circumstances. As a result, none
of these systems is identical and several national
variations of the Semashko system have been created.6
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Two factors could account for these differences. Firstly,
their initial situations were not similar: the pre-war health
care system was a factor of influence. Secondly, the
countries of Central and Eastern Europe were exposed to
varying degrees of influence from the Soviet Union and,
as a consequence, the countries differed to the extent to
which they adapted their health care system to the
Russian system. The geographical and cultural distance
from the former Soviet Union may have well played
an important role in this.3,4,6,15,16 These differences
between the countries will be reflected in the service
profiles of GPs. We expected to find weaker task profiles
for the countries which were more heavily influenced by
the former Soviet Union. The second focus of this paper
is thus to examine differences between the former com-
munist countries.
In short, the following three hypotheses were formulated.
1 The variation in the task profiles of GPs between
Eastern European countries is less than the variation
between Western European countries.
2 The variation in the task profiles of GPs within
Eastern European countries is less than the variation
within Western European countries.
3 The stronger the influence of the former Soviet Union,
the weaker the task profile of GPs in that country.
METHOD AND ANALYSIS
The data that were used for this study came from the
European Survey of the Task Profiles of General Practi-
tioners. This study was designed to describe and explain
differences in the position and tasks of GPs and primary
care physicians in Europe. The data were collected in
1993 and 1994 by means of a standard questionnaire,
translated into national languages. In the countries of
Central and Eastern Europe, where GPs are virtually
unknown, generalists were recruited. Most national
samples were random and the average response rate was
47%. In total 7,233 GPs participated in the survey.
The concept of a task profile was elaborated in questions
on the four key areas of activity of GPs, namely
first contact with health problems,
performing minor surgery and medical techniques,
management and follow-up of diseases and
preventive medicine.
The role of the GP in first contact with health problems,
in the application of medical techniques and in the treat-
ment and follow-up of diseases was examined in a series
of questions. Respondents answered on a four-point scale,
ranging from (almost) always to seldom/never, indicating
the extent to which specific health problems were
presented to them and the extent to which specific
therapeutic interventions were made by them. The fourth
area concerned prevention: involvement in screening for
hypertension, blood cholesterol, cervical cancer and
breast cancer, as well as in giving health education
(regarding diet, tobacco smoking and alcohol consump-
tion) was measured.
In the analysis of the data, a scaling procedure was used
to identify skewness and inconsistency and this led to the
exclusion of some items. This resulted in a total scale
reliability given by Cronbach’s α = 0.94.13,14 This
exercise facilitated the linkage of questions which could
be analysed as a single group. In this way, in the area
concerning the role of the GP in first contact, four
subscales were identified:




No subscales were identified in the other three areas.13,14
For a more detailed description about sampling
procedures, response rates, scoring of the questionnaires
and about the reliability coefficients of the subscales, we
refer to earlier publications.13,14,17
The first two hypotheses deal with differences in variation
in tasks between Eastern and Western Europe and within
Eastern Europe. Variance components were estimated
using the multilevel analysis software MLn.18 Multilevel
analysis is, in this case, particularly useful in estimating
the variation between GPs within countries because of
the unequal numbers of GPs per country (unbalanced
design).19 Differences have been tested for significance
using the χ2 significance test for random contrasts.20
For hypothesis 3 on the level of task performance, the
countries of Central and Eastern Europe were divided into
four groups and mean scores were compared by performing
analysis of variance, in a multilevel model. In group 1 we
find the countries that formed an integral part of the
Soviet Union for more than 50 years. They are likely to
be most strongly influenced by the former Soviet Union.
Group 2 are the countries which belonged – before 1918 –
to the old Austro-Hungarian empire. These countries
have always had close ties – politically and economically
as well as culturally – with the West and had a
Bismarckian social insurance system before 1945, which
was considered quite advanced.3,4,6 Group 3 consists of
the countries of the former republic of Yugoslavia, which
adopted a totally independent policy towards the former
Soviet Union and which is probably the country least
influenced by Soviet policies.4,6,15,16 Finally, group 4 is
a residual group with the countries which – on the basis
of the above considerations – could not be placed in the
other groups. Hence, no predictions could be made. In
short, the groups are as follows.
Group 1. Former Soviet: Ukraine, Estonia, Latvia and
Lithuania.
Group 2. Former Bismarck: Czech Republic, Slovakia
and Hungary.
Group 3. Former Yugoslavia: Slovenia and Croatia.
Group 4. Other: Poland, Romania and Bulgaria.
RESULTS
First, we give an overview of the task profiles in Eastern
and Western Europe as well as in the individual countries:
the mean scores on the curative and preventive tasks of
GPs are presented in table 1. A higher score indicates
more involvement of GPs. For all activities, the mean
scores of Western Europe are significantly higher than
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those of Eastern Europe. The largest gap between the
mean scores of Eastern and Western Europe is visible for
GPs’ role in first contact with health problems (2.24
versus 3.12) and in the application of medical techniques
(1.52 versus 2.41). The differences between Eastern and
Western Europe are much smaller for preventive care.
Variation between Eastern European countries
As regards curative services, we only found significantly
less variation between Eastern European countries in
applying medical techniques. This is visible in the lower
estimate of 0.07 in table 2, compared with 0.31 for
Western Europe. Variation between Eastern European
countries is significantly larger than between Western
European countries for acute health problems. For pre-
ventive tasks, significantly less variation between the
countries of Eastern Europe was only found for assessing
blood cholesterol (0.00 in Eastern Europe versus 0.03 in
Western Europe).
Variation within Eastern European countries
For curative care, significantly less variation between GPs
within Eastern European countries than within Western
European countries was again only found in the use of
medical technical procedures. For GPs’ role as doctors of
first contact and for disease management, significantly
Table 1 Mean scores of GP’s involvement in curative and preventive servicesa in the Western and Eastern parts of Europeb per country
A scorec B scorec C scorec D scored E scored F scored G scored H scored Minimum n
Western Europe
Austria 2.95 2.11 2.88 1.59 1.58 1.20 1.64 0.29 282
Belgium 3.01 2.49 2.78 1.38 1.32 1.61 1.63 0.14 479
Denmark 3.49 2.82 2.88 1.31 1.26 1.77 1.45 0.14 180
Finland 3.00 3.46 2.46 1.56 1.44 1.95 1.82 0.40 226
France 3.08 2.01 2.99 1.22 1.16 1.44 1.48 0.23 213
Germany 2.82 2.22 3.02 1.77 1.79 1.26 1.54 0.62 156
Greece 2.47 1.99 2.59 1.29 1.24 1.05 1.25 0.28 106
Iceland 3.10 3.19 2.77 1.62 1.35 1.65 1.63 0.47 47
Ireland 3.48 2.49 2.96 1.58 1.40 1.74 1.70 0.12 120
Italy 3.08 1.44 2.61 1.37 1.35 1.38 1.47 0.17 296
Luxembourg 2.63 2.16 2.68 1.26 1.17 1.09 1.24 0.11 48
The Netherlands 3.67 3.10 2.44 1.35 1.15 2.19 1.31 0.05 198
Norway 3.28 3.05 3.03 1.33 1.27 1.81 1.53 0.50 149
Portugal 3.22 1.74 2.71 1.74 1.37 2.05 1.94 1.09 145
Spain 3.20 1.77 2.43 1.75 1.69 1.16 1.43 0.18 454
Sweden 2.83 2.83 2.75 1.39 1.31 1.41 1.33 0.27 189
Switzerland 2.88 2.93 2.94 1.58 1.46 1.62 1.79 0.21 185
UK 3.51 2.83 3.06 2.17 1.62 2.37 1.94 0.66 272
Mean score 3.12e 2.41e 2.75e 1.54e 1.42e 1.57e 1.57e 0.30
Eastern Europe
Bulgaria 1.74 1.12 2.20 1.64 1.25 1.12 1.35 0.53 193
Croatia 3.14 1.77 2.81 1.31 1.15 0.98 1.26 0.44 160
Czech Republic 2.28 1.66 2.39 1.45 1.27 1.00 1.24 0.07 116
Estonia 2.06 1.29 2.55 1.56 1.21 1.14 1.36 0.49 136
Hungary 2.75 1.38 2.81 1.58 1.22 0.98 1.24 0.57 131
Latvia 1.96 1.58 2.57 1.58 1.19 1.56 1.67 0.11 135
Lithuania 1.71 1.10 2.40 1.37 1.26 n.a. 1.50 0.21 196
Poland 2.27 1.34 2.56 1.76 1.28 1.10 1.40 0.33 216
Rumania 2.36 1.80 2.34 1.45 1.16 1.24 1.27 0.99 178
Slovakia 2.14 1.42 2.30 1.22 1.20 0.94 1.09 0.15 119
Slovenia 2.87 1.99 2.41 1.22 1.17 1.02 1.17 0.42 134
Ukraine 2.05 1.76 2.55 1.32 1.17 1.16 1.31 1.80 294
Mean score 2.24 1.52 2.49 1.45 1.21 0.99 1.34 0.63
a: A, first contact with health problems; B, involvement in the application of medical techniques; C, disease management; D, routinely measuring blood
pressure; E, routinely assessing blood cholesterol levels; F, routinely taking cervical smears; G, routinely examining for breast cancer; H, involvement in health
education.
b: In the survey, data were also collected from Turkey and Israel, because these countries also form part of the European Region of WHO. In our analyses, Israel
was left out of the Western European group because it is not situated in Europe and, consequently, has had different influences in (the development of) its
health care system. Turkey was dropped from the eastern European group because it has never been under the communist sphere of influence.
c: Possible scores ranging from 1–4
d: Possible scores ranging from 0–3
e: Significant differences with mean score of Eastern Europe
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more variation was found within Eastern European
countries. Within the area of first contact, significantly
more variation within Eastern European countries was
found for acute, women’s and children’s health problems,
ranging from 0.44 to 0.83 for Eastern Europe and from
0.30 to 0.43 for Western Europe (table 2).
For preventive activities, variation within Eastern
European countries was significantly smaller than within
Western European countries for assessing blood choles-
terol (0.23 for Eastern
Europe and 0.30 for Western
Europe) and taking a
cervical smear (0.30 and
0.43 respectively). For
measuring blood pressure
and giving health education,
the variation within Eastern
European countries was
significantly larger.
Differences in task profiles in
Eastern Europe
For all aspects of curative
tasks, GPs in the countries of
former Yugoslavia were most
involved (table 3). For exam-
ple, for medical techniques,
the differences ranged from
1.43 for GPs in the countries
of the former Soviet Union
to 1.87 for doctors in the
countries of former Yugo-
slavia. Except for disease
management, all differences
between GPs in former
Yugoslavia and the other
three groups were signi-
ficant. GPs in the Bismarck
countries were significantly
more involved than GPs in
the former Soviet Union in
the area of first contact with
health problems. Within
this area, significant differ-
ences were found for GPs’
involvement with psycho-
social and children’s prob-
lems. For all curative task
aspects (disease manage-
ment excepted) the follow-
ing pattern was observed:
GPs in former Yugoslavia
had the most comprehensive
service profile, the lowest
scores were found among
doctors in the former Soviet
Union and the Bismarck
countries were situated in
between. The position of
group 4 varies: for example, for the GP as doctor of first
contact, it ranks above the countries of the former Soviet
Union and below the Bismarck countries, with a score of
2.12. For disease management, it has the lowest scores of
all groups (2.37).
For preventive care, the pattern is different. GPs in the
countries of former Yugoslavia were not most involved;
in fact, in two of the five prevention tasks, they had the
lowest involvement, e.g. for measuring blood pressure.
Table 2 Variation between and within the countries of Eastern and Western Europe for the curative














First contact 0.18 0.09 0.27a 0.24
Psychosocial problems 0.26 0.11 0.48 0.47
Acute problems 0.30a 0.05 0.51a 0.38
Women’s problems 0.16 0.28 0.44a 0.30
Children’s problems 0.17 0.13 0.83a 0.43
Medical techniques 0.07a 0.31 0.29a 0.34
Disease management 0.03 0.04 0.34a 0.32
Preventive tasks
Blood pressure 0.02 0.05 0.49a 0.42
Blood cholesterol 0.00a 0.03 0.23a 0.30
Cervical smear 0.12 0.14 0.30a 0.43
Breast cancer 0.02 0.04 0.45 0.46
Health education 0.21 0.06 1.00a 0.60
Respondents (minimum n) 3,806 2,046 3,806 2,046
a: χ2 test; significant difference at p<0.05












First contact 1.95a,b 2.39c 3.01 2.12
Psychosocial problems 1.80a,b 2.59c 3.10 2.00
Acute problems 2.44a,b 3.28 3.70 2.60
Women’s problems 1.87b 2.03c 2.79 1.98
Children’s problems 1.75b 1.95c 2.61 2.14
Medical techniques 1.43b 1.49 1.88 1.42
Disease management 2.52 2.50 2.61 2.37
Preventive tasks
Blood pressure 1.45 1.42 1.27 1.62
Blood cholesterol 1.20 1.23 1.16 1.23
Cervical smear 0.95 0.98 1.00 1.16
Breast cancer 1.45a,b 1.19 1.22 1.34
Health education 0.65 0.27 0.43 0.62
Respondents (minimum n) 778 366 294 594
Significant differences at p<0.05
a: Soviet–Bismarck, b: Soviet–Yugoslavian, c: Bismarck–Yugoslavian
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GPs in the former Soviet Union, who were relatively little
involved in some curative services, did well in preventive
activities: they had highest scores for three preventive
tasks, e.g. providing health education (0.65) and
screening for breast cancer (1.45). The differences
between the groups, however, were only significant for
screening for breast cancer.
DISCUSSION
Our main finding was that there is no consistent pattern
of more uniformity between and within Eastern European
countries than between and within Western European
countries. Thus, in our study the presumed strict state
control in Eastern European countries did not result in
more homogeneity of profiles. This is an interesting point
of departure for further investigation of the differences in
Central and Eastern Europe.
The strong service profile of Yugoslav doctors is a
remarkable finding. Yugoslavia initially started to develop
a Semashko health system, but by the beginning of
the 1950s had abandoned this policy. Asserting his
independence from Soviet dominance, the Yugoslav
leader Tito went his own way. The unique feature of the
health care system in Yugoslavia was the high degree of
decentralized responsibility to the communities, which
also played an important role in the operation of the
system.4,6,15,16 This seems to have had a beneficial influ-
ence on the range of tasks of primary care doctors.
As we expected, the weakest task profile was found among
doctors in the former Soviet Union. Compared to this
group, the scores of GPs in the Bismarck countries are
quite good. This could be a relic of the large influence of
Western medicine and the presence of a Bismarckian
social insurance system before the Second World War.3,4
The high scores of Hungary could be the result of one
distinctive feature of the Hungarian system, namely the
relatively strong position of the district doctor, a sort of
Hungarian GP.21,22
Considerable differences are visible in group 4: the
relatively high scores of Romania might be related to
the fact that it has departed from Soviet policies by
deliberately minimizing trends towards specialization,
among others by reducing the number of specialties
enormously. Moreover, much stress has been put on broad
medical knowledge and its use in general practice.
Around 1980, some 60% of all Romanian doctors were
GPs, which contrasts sharply with other countries in
Eastern Europe.6 The scores of the Bulgarian doctors on
the other hand were lowest and closely resembled the
Soviet scores, although Bulgaria has never been part of
the Soviet Union. Of all countries in Eastern Europe,
Bulgaria has been most heavily influenced by the Soviets.
For both economical and cultural-historical reasons, it
has always been the most orthodox in its association with
the former Soviet Union and this applies to its health
services as well.4,15 A distinctive pattern is visible for
preventive activities: GPs in the countries of the former
Soviet Union and Bulgaria were doing relatively well in
preventive services. This could result from the old
relatively strong orientation on prevention in the Soviet
health care system.4–8
In concluding, we will also consider the validity of the
data. In most of these countries health care reforms have
been implemented since the beginning of the 1990s. The
major changes have been the shift from a tax-based state
monopoly to a decentralized social insurance system with
privatizations in primary care. A common aim in the
reforms is strengthening primary care and (re)introducing
the GP.2,3,23–27 The data for this study were collected in
1993–1994 and this raises the question whether the data
are still valid as a reflection of the situation as it existed
under communism. We believe that, to a large extent, it
will be for two reasons. Firstly, in the first years after 1990,
the reforms concerned the financing and organization of
health care; the development of general practice started
later.2,3,23–27 Moreover, professional behavior does not
change overnight. Changing attitudes and broadening
the knowledge base and skills of health professionals is a
time-consuming process, which takes many years. There-
fore, the ‘socialist legacy’ will still be visible in the task
profiles of primary care doctors and in our data this was
visible in the fact that the vast majority of GPs were still
salaried state employees, as in the old days.
This paper has outlined national differences between GPs
in the countries of Central and Eastern Europe. The
results reveal the strengths and weaknesses in the task
profiles and can provide guidance for the development of
training programmes for GPs, tailored to the needs of each
of these countries: they show in which area the role of the
GP is relatively weak and on which skills the emphasis
needs to be placed. It can be concluded that, in general,
developing skills for handling women’s and children’s
problems as well as performing the necessary medical-
technical procedures is an area of attention. Naturally,
the achievement of this goal does not only depend on the
skills of the physicians, but also on the availability of
resources and legislative changes. Finally, repetition of
this study would be useful, because it could throw light on
the pace of the reforms and differences between Eastern
European countries in developing primary care.
The study was funded by the Biomed 1 programme of the European
Union (contract no. BMH1–CT92–1636).
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